cystectomy for muscle-invasive bladder cancer and in 1 case after radical cystectomy for locally advanced prostate cancer. In 4 cases the new pouch procedure was performed after total exenteration of the pelvis due to locally advanced colorectal cancers invading the bladder. Ureteral anastomotic strictures were only experienced in 2 of 30 patients (6.7%). Concerning renal units the ureteral anastomotic stricture rate was 2 of 59 (3.4 % of renal units). In one case ureteral anastomotic stricture had to be revised by open surgery 57 months after the pouch procedure.
INTRODUCTION AND OBJECTIVES:
Benign ureteroenteric strictures (UES) may occur after radical cystectomy with urinary diversion. Timely treatment is instrumental in preventing renal insufficiency. There has been a lack of published data regarding the timing of these strictures. We present our experience with UES revision, with a focus on the time course of stricture development.
METHODS: We identified all patients who underwent robotassisted radical cystectomy with extracorporeal urinary diversion that subsequently required open revision of their ureteroenteric anastomosis. All revisions were performed between January 2005 and March 2017. Patients with malignant strictures were excluded. UES was diagnosed if hydronephrosis was identified on imaging and diuretic renogram and loopogram or pouchogram were consistent with obstruction. All patients in this study underwent renal ultrasound or CT of the abdomen and pelvis no later than 2 months postcystectomy. Demographic data, perioperative data, and imaging results were collected. RESULTS: 29 patients had unilateral strictures and 4 had bilateral strictures, for a total of 37 strictures in 33 patients. 6 patients underwent Indiana pouch diversion (18.2%), with 11 patients undergoing ileal conduit (33.3%) and the remainder undergoing Studer neobladder (48.5%). For 35/37 ureters (94.6%), hydronephrosis was present on initial post-cystectomy imaging. For the remaining 2 ureters, hydronephrosis developed at 3 and 4 months post-cystectomy. The mean time to identification of hydronephrosis was 1.52 months and the median time from cystectomy to revision surgery was 4.63 months ). Median follow up was 34.3 months.
CONCLUSIONS: Almost all patients who required revision of ureteroenteric anastomosis due to stricture demonstrated evidence of functional obstruction on imaging done no later than 2 months postcystectomy. This suggests an intraoperative etiology such as ischemia. Clinicians may consider early imaging to identify strictures and intervene early to prevent renal insufficiency.
Source of Funding: None

MP61-06 USE OF INDOCYANINE GREEN TO MINIMIZE URETERO-ENTERIC STRICTURES AFTER ROBOTIC RADICAL CYSTECTOMY
Nariman Ahmadi*, Natalie Hartman, Akbar Ashrafi, Aliasger Shekir, Giovanni Cacciamani, Daniel Frietas, Andre Berger, Mihir Desai, Inderbir Gill, Monish Aron, Los Angeles, CA INTRODUCTION AND OBJECTIVES: We evaluated the impact of Indocyanine green (ICG) for assessment of ureteral vascularity on the rate of stricture formation after robotic-assisted radical cystectomy (RRC) with intra-corporeal urinary diversion (ICUD).
METHODS: We identified 179 patients undergoing RRC and ICUD between January 2014 and May 2017 and divided the patients into two groups based on the utilization of ICG for assessment of ureteral vascularity (non-ICG group and ICG group). We retrospectively reviewed the medical records to identify the length of ureter excised. Demographic, perioperative outcomes including 90-day complications and readmissions, and the rate of ureteroenteric stricture were compared between two groups. The two groups were compared using the t-test for continuous variables and the chi-squared test for categorical variables. A p-value <0.05 was considered statistically significant.
RESULTS: A total of 132 and 47 patients were in the non-ICG group and the ICG group respectively. There were no differences in baseline characteristics and perioperative outcomes including operating time, estimated blood loss and length of stay. The ICG group was associated with a greater length of ureter being excised during the uretero-enteric anastomosis and a greater proportion of patients having long segment (>5cm) ureteral resection. The median follow-up was 14 and 12 months in the non-ICG and ICG groups, respectively. The ICG group was associated with no uretero-enteric strictures compared to a per-patient stricture rate of 10.6% and a perureter stricture rate of 6.6% in the non-ICG group (p[0.020 and p[0.013, respectively).
CONCLUSIONS: The use of ICG fluorescence to assess distal ureteral vascularity during RRC and ICUD can reduce the risk of ischemic uretero-enteric strictures. The technique is simple, safe and reproducible. Larger studies are needed to confirm these findings.
Source of Funding: none
MP61-07 INCIDENCE OF PARASTOMAL HERNIA IN ILEAL CONDUIT IS ASSOCIATED WITH SIZE OF PASSAGE THROUGH ABDOMINAL MUSCLE
Kazutaka Maruo*, Toshiaki Tanaka, Tetsuya Shindo, Kohei Hashimoto, Ko Kobayashi, Fumimasa Fukuta, Naoya Masumori, Sapporo, Japan INTRODUCTION AND OBJECTIVES: Parastomal hernia (PH) is a representative complication of ileal conduit (IC) diversion. Although surgeons carefully attempt to avoid PH, the incidence is still significant and the essential etiology is unclear. In this study, we aimed to determine risk factors influencing the incidence of PH.
METHODS: A total of 194 patients (154 males and 35 females) who underwent IC diversion followed by postoperative regular radiographic follow-up from 2005 through 2016 were enrolled. The IC was fixed to the anterior and posterior fasciae of the rectus abdominus muscle with absorbable sutures during the construction. In regular follow-up, computed tomography (CT) was performed every 3 to 6 months postoperatively. CT was also used for assessment of disease when patients had clinical problems. We reviewed all CT images. The diagnosis of PH was determined by CT for patients with and without related symptoms. Age, sex, the body mass index (BMI), preoperative nutrition index, muscle burden, history of abdominal surgery, operation time, amount of bleeding, procedure of cystectomy (open or laparoscopic) and diameter of the passage through the rectus abdominus muscle for the ileal conduit (DPRAM, as shown in
